Objective There are more than 3,500 new cases of oral cancer each year in the UK. The purpose of this study was to establish the proportion of patients attending a dental access centre that are at risk of developing oral cancer because of lifestyle habits, and in turn determine whether access centres are a suitable location for the provision of advice on smoking cessation and alcohol consumption. Methods Data were collected prospectively about the smoking and drinking habits of patients attending a dental access centre in Nottingham. Three hundred and fifty-nine patients attended the dental access centre during the survey period. Patients were categorised into one of four groups ranging from low risk to high risk, according to their smoking history and alcohol intake. Results More than 50% of patients attending the dental access centre were smokers, with almost 40% of the patients in high or very high tobacco and alcohol use groups. The majority of attendees were under 45 years of age. Conclusions Significant numbers of patients attending the dental access centre have lifestyle habits that make them vulnerable to oral cancer. Dental access centres could usefully provide opportunistic health messages to patients about risk factors in the development of oral cancer.
EDITOR'S SUMMARY
The authors' response to the question 'why did you undertake this research?' represents the purest and most excit ing starting point for any investiga tion; curiosity based on observation. Working in a dental access centre, the authors had become aware of differences in the patient profi le, compared with general practice. Extending that con sciousness one stage further, revealed that the patients consumed higher levels of alcohol and tobacco making them potentially at greater risk from mouth cancer.
The next step in the chain of events was to see if the observation could be put to a practical use. In many ways it represents the appliance of science that typifies our professional approach to problem solving and patient care. Because the access centre patients are less likely to be regular attenders the next thought was to ponder whether their visits might therefore open up a relatively less common opportunity to provide some health education, specifi cally in the area of raising awareness of the causes of oral cancer.
That the reality is not as clear cut as logic might conveniently suggest is less important than the emergence of a potential new way of approaching this at risk population. By their nature, patients attending on a more casual basis have a different lifestyle and approach to health, risk taking and behaviour; a nature which may also make them less amenable to conventional oral and gen eral health messages. This should not make us shrug and give up but, on the contrary, spur us to think of more crea tive ways of communicating.
Since the incidence of advanced ver sus early mouth cancer at diagnosis has improved little in recent years despite time and effort on education, health pro motion and raising awareness, it may be that we do need to look at different ways of addressing the problem. Imaginative, proactive work based on initial curious ness such as formed the basis of this work is to be applauded and encouraged. What have you noticed in your profes sional life that has struck you as being out of the ordinary? Is there a research project there too?
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COMMENT
There has been a sustained drive to improve the results of cancer treatment in the UK. This drive has focused on early diagnosis as is illustrated by the introduction of two week wait clinics. These clinics are closely policed with breaches reported regularly to the can cer networks.
But diagnosing mouth cancer early in its development it not as simple as it sounds. My own data spanning the period 1961-2000 (Hull Royal Infi rmary and Guy's Hospital) show that the inci dence of advanced vs early disease at diagnosis has remained static over the last 40 years (see table) . This is despite efforts expended on education, public health promotion and general aware ness of the cancer in the population.
So why has there been so little impact? The reasons are multifactorial. Only 40% of mouth cancers are diagnosed by dentists; the majority of patients consult their doctor. Also the patient is respon sible for most of the delay (80%) and to compound the problem the tumour is silent in about 1/3 of cases. A Finn ish study of 5,646 primary care visits showed how rare mouth carcinoma is and how common are the presenting symptoms. A physician would encounter an average of two new cases in a work ing lifetime but some 11% of all visits were made for symptoms which occur in patients with mouth cancer. Also the at risk population do not attend the dentist or doctor regularly. The identifi cation and targeting of this at-risk population has proved a problem.
In the present article Drs Williams and Scott have approach the issue from another direction. They show that in the population utilising dental access cen tres there is a relatively high propor tion of individuals potentially at risk of mouth cancer. This opens up opportuni ties for health education and the intro duction of alcohol and tobacco cessation strategies. The catch, however, is that the population is relatively young and the benefi ts of tobacco and alcohol ces sation will only be felt 10 years or more in the future. The target has been iden tified but will the strategies work? 
Why did you undertake this research?
The idea for the study followed a personal, clinical impression that a disproportion ate number of patients attending the Integrated Dental Unit (IDU) in Notting ham reported high levels of consumption of tobacco and alcohol. The purpose of the study was then to confirm if this was the reality across the whole population accessing the IDU service, and not just those seen by an individual dentist.
With the broad assumption that by the very nature of the IDU service, these patients did not regularly attend for den tal examination, it was recognised that they might usefully be targeted with health information to which they might otherwise never be exposed.
What would you like to do next in this area to follow on from this work?
On the face of it, there is no particular reason to believe that the population using the Integrated Dental Unit in Not tingham would be particularly different to that attending any other centre pro viding access to emergency dental care. However, this is not certain, and there would be merit in repeating this study in other similar units.
The next stage in the Nottingham Unit will be to carry out a study to determine the level of knowledge about risk factors for oral cancer held by high consumers of tobacco and alcohol. It will then be a matter of determining if, given the real ity of patients attending in pain, the IDU could reasonably provide oral health information in a way that was appropri ate and acceptable to patients, and in a format that could be retained by them.
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combination of alcohol and tobacco usage as risk factors for oral cancer.
• Encourages all dentists to ask appropriate questions about patients' smoking and drinking habits as part of a minimum data set during their examination process.
• Suggests dental access centres are potential locations for primary prevention of oral cancer.
AUTHOR QUESTIONS AND ANSWERS

